A 70-year-old man with myotonic dystrophy (MD) showed repetitive vomiting and decreased food ingestion. These symptoms were caused by acute mass of steak impaction occluding the esophagus, known as "steakhouse syndrome," which may have occurred in response to esophageal functional changes following gastrointestinal involvement due to MD pathology. The occluding food was successfully removed endoscopically, and his symptoms resolved without relapse. Our case suggests that MD patients can present with "steakhouse syndrome" due to bolus food impaction occluding the esophagus as one of their gastrointestinal manifestations, which underscores the need for its consideration in MD patients presenting with similar symptoms.
Introduction
Myotonic dystrophy (MD) is the most common type of muscular dystrophy and presents not only with skeletal muscle weakness and wasting but often with several other disorders, including cardiac arrhythmia, diabetes mellitus, cataracts, cognitive change, and gastrointestinal manifestations (1) . The gastrointestinal symptoms can present as dysphagia, enlargement of the upper esophagus, gastroesophageal reflux disease, abdominal pain, constipation, diarrhea (2-4), or rarely, pseudo-obstruction of the intestine (5, 6) .
We herein report a case of an old man with MD who presented, in addition to these gastrointestinal comorbidities, with acute esophageal obstruction due to food mass impaction, or "steakhouse syndrome" (7, 8) .
Case Report
A 70-year-old man with late-onset MD type 1 (1) visited our outpatient clinic because of repetitive vomiting, exacerbated difficulty in swallowing, and a decrease in food ingestion that had emerged 2 days before his visit. He had been diagnosed with MD at 65 years of age because of myotonic symptoms, elevated serum creatinine kinase levels, myotonic discharges found in electromyography, and a positive familial history of genetically confirmed MD type 1 in his young son. Despite weakness, his basic activities of daily living were well retained, and he had no restrictive ventilation impairment. He had used laxatives for his constipation. He also had a moderate level of dysphagia, which he himself tended to disregard.
His current symptoms emerged after eating steak, but he had no abdominal pain or diarrhea. He experienced vomiting only when he tried to eat or drink anything. Esophageal obstruction due to mechanical lesions or congestion of food in his esophagus was suspected following computed tomography (Figure A and B; indicated using yellow arrowheads). An insufficiently masticated mass of steak that was occluding the esophagus was identified and endoscopically removed using net forceps ( Figure C-E) . No mechanical obstructive lesions, such as malignancy or herniation, were found on the esophageal lining, and his symptoms resolved without relapse. He also simultaneously acquired aspiration pneumonia, which was also successfully treated. He was ultimately diagnosed with steakhouse syndrome.
Intern Med 56: 3179-3181, 2017 DOI: 10.2169/internalmedicine.9185-17 Figure. The impaction of the esophagus by food mass was suspected from the coronal (A) and axial (B) CT images (indicated using yellow arrowheads), in which the distal part of the esophagus demonstrated mild dilation (approximately 35 mm at most). Endoscopic observation revealed an insufficiently masticated mass of meat steak that was obstructing the esophagus (C), which was retrieved using net forceps (D, E).
Discussion
Our patient exhibited "steakhouse syndrome" with repetitive vomiting and decreased food ingestion due to food bolus impaction of the esophagus (7, 8) . This syndrome can be caused by various etiologies: esophageal mechanical narrowing due to reasons such as esophageal carcinoma, diverticulum or hiatal hernia (7, 8) , or esophageal motility disturbances, including esophageal achalasia, diffuse esophageal spasm, esophagogastric junction outflow obstruction, and Nutcracker esophagus (7, 8) . Although there was no apparent evidence of esophageal mechanical narrowing, we were unable to perform esophageal manometry or esophagogram to further narrow down the differential diagnoses regarding the functional causes of the syndrome. However, we suspect that the steakhouse syndrome in our case may have been due to the functional changes in the esophagus often reported in MD patients: an impaired lower esophageal sphincter function, a decreased or absent esophageal peristaltic function (9, 10) , and decreased esophageal pressure (9) in addition to weakened mastication (1) and a decreased pharyngeal function (4). These esophageal motility changes are induced by the pathological esophageal muscle involvement due to the thinning of the striatal muscle layer in the upper esophagus and the smooth muscle layer in the middle and lower esophagus, as observed in previous pathological studies (9, 10) . This case suggested that MD patients can present with steakhouse syndrome due to food bolus impaction of the esophagus as one of their gastrointestinal manifestations. Although MD patients often present with symptoms such as aspiration pneumonia due to dysphagia or rarely with repetitive vomiting due to pseudo-obstruction of the intestine (2-4), it is important to consider the possibility of esophageal obstruction due to food congestion. This is nec-essary in the management of the dietary intake in MD patients or when treating MD patients with gastrointestinal symptoms. The cognitive and personality changes that are occasionally observed in MD patients (1), such as in our patient who tended to disregard his dysphagia, may also contribute to this type of event. In addition, if the food incompletely occludes the esophagus, these symptoms might occur as subacute or chronic onset, which can result in a delayed recognition of the underlying cause of the symptoms.
In conclusion, our experience with the present case suggested that MD patients can present with steakhouse syndrome due to food bolus impaction occluding the esophagus as one of their gastrointestinal manifestations, underscoring the need for the consideration of this syndrome in MD patients presenting with similar symptoms.
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